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Diagnostic 


Quandaries 








Colitis? Gall Bladder Disease? 
Chronic Appendicitis? 


Rheumatoid Arthritis ? 


overlooked in solving diag- 
nostic quandaries is amebiasis. 
Its symptoms are varied and 
contradictory, and diagnosis is extremely 
difficult. In one study, 56% of the cases 
would have been overlooked if the routine 
three stool specimens had been relied on.' 


py DISEASE that is frequently 


Another study found 96% of a group 
of 150 patients with rheumatoid arthritis 
were infected by E. histolytica. In 15 of 
these subjects, nine stool specimens were 
required to establish the diagnosis.* 


Webster discovered amebic infection in 
147 cases with prior diagnoses of spastic 
colon, psychoneurosis, gall bladder dis- 
ease, nervous indigestion, chronic appen- 
dicitis, and other diseases. Duration of 
symptoms varied from one week to over 
30 years. In some cases, it took as many 
as six stool specimens to establish the 
diagnosis of amebiasis.* 


. Now treatment with Glarubin provides 
a means of differential diagnosis in sus- 
pected cases of amebiasis. Glarubin, a 
crystalline glycoside obtained from the 
fruit of Simarouba glauca, is a safe, effec- 
tive amebicide. It contains no arsenic, 
bismuth, or iodine. Its virtual freedom 
from toxicity makes it practical to treat 
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Regional Enteritis ? 


suspected cases without undertaking dif- 
ficult, and frequently undependable, stool 
analyses. Marked improvement following 
administration of Glarubin indicates path- 
ologically significant amebic infection. 


Glarubin is administered orally in tablet 
form and does not require strict medical 
supervision or hospitalization. Extensive 
clinical trials prove it highly effective in 
intestinal amebiasis. 


Glarubin* 


TABLETS 
specific for intestinal amebiasis 


Supplied in bottles of 40 tablets, each 
tablet containing 50 mg. of glaucarubin. 


Write for descriptive literature, bibli- 
ography, and dosage schedules. 


1. Cook, J.E., Briggs, G.W., and Hindley, F.W.: Chronic Ame- 
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of Treat. 6:1821 (Dec., 1955). 

2. Rinehart, R.E., and Marcus, H.: Incidence of Amebiasis in 
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Arthritis, Northwest Med., 54:708 (July, 1955). 


3. Webster, B.H.: Amebiasis, a Disease of Multiple Manifesta- 
tions, Am. Pract. and Dig. of Treat. 9:897 (June, 1958). 


*U.S. Pat. No. 2,864,745 
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Must Time Take its Toll? 


(An Excerpt) * 


The scientific procession moves slowly. Observ- 
ing, recording and reporting medical facts also 
takes time, Months and years sometimes elapse 
before the reported facts are confirmed and gen- 
erally accepted. At the same time competent 
investigators understandingly concentrate on a 
small facet of a large over-all problem, something 
that can be confined within the boundaries of a 
valid and precisely controlled entity. This often 
means that scientific facts are communicated bits 
of information scattered throughout the scientific 
literature. 


There is often a long lag in sweeping together 
these odds and ends of scientific information and 
fitting the pieces together into a logical pattern 
from which one can draw action conclusions that 
can be confidently applied to human experience. 
For one thing, the more rigidly ‘an investigator 
is steeped in the scientific method, the more re- 
luctant he is to venture into realms beyond his 
own direct experience. Knowledge is never com- 
plete; there is always a missing piece that could or 
should be added to make the picture perfect. 


The Atom Bomb 
For instance when the atomic bomb was being 
developed on the Manhattan Project, the scien- 
tists collaborating in the work were unable to 
bring themselves to an end point where they were 
willing to acknowledge that they had developed 





*This excerpt represents part of an address presented at a sym- 
posium on ‘“‘Aging’’ in January in Albuquerque, 
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By THEovore G. Kiumpp, M.D., President, 
Winthrop Laboratories, New York 


a functionally usable and reliable atomic bomb. 
“Give us just a little more time to work out this. 
that or the other thing” they pled. 


Meanwhile, the war continued and a decision 
had to be made to plan to drop a bomb or pre- 
pare for an all-out assault on the mainland of 
Japan, with its projected toll of some 100,000 
American casualties. The President of the United 
States became impatient with the quest for per- 
fection, and designated Crawford Greenwalt, now 
president of the DuPont Company, to study the 
project and freeze the research at a point where 
in his judgment, a workable, if perhaps less than 
perfect, atomic bomb was reasonably assured. 


Important Point 


I cite this true story not as a criticism of sci- 
entists, which is farthest from my intention, but 
to illustrate a most important point: 


In the utilization of knowledge, particularly in 
the field of human welfare, we cannot always 
wait for complete scientific agreement, for abso- 
lute certainty before employing to the benefit of 
mankind such knowledge, imperfect and incom- 
plete as it may be. In order to save years and even 
generations of time, we are justified in applying 
working hypotheses based on a reasonably high 
order of probability. This entails the risk that we 
may sometimes be wrong, but I have no question 
in my mind that it is far more desirable to give 
useful employment to knowledge as early as possi- 
ble, and run the risk of being wrong occasionally 
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than to hold off until those distant scientific mil- 
lenia when everybody agrees. We must remember 
that a fact is not a fact as long as its validity is 
seriously questioned, 


In the study of the problems of aging we are 
particularly confronted with such a situation. The 
achievement of absolute and unquestioned scien- 
tific proof of the many basic facts concerning the 
aging process will take time, perhaps years and 
generations in the life of man, Are we to sit by 
and do nothing until the pieces of information are 
collated and nailed down as solid facts? Or are 
we justified in taking the best we have at the time 
as working hypotheses and applying them to use- 
ful ends? I think we are. 


After all, we do pretty well treating many con- 
ditions such as diabetes, arthritis, and cancer 
without knowing even their basic nature. In 
applying what little we know we can often turn 
to basic biologic and physiologic principles for 
guidance. With all the conflicts of opinions and 
impressions, the history of medical science has 
demonstrated over and over again that those views 
in accord with such basic principles will even- 
tually turn out to have been correct. 


Certain Principles 


With these considerations in mind, I would like. 


to discuss certain principles that appear to have a 
bearing on the aging process. 


Arteriosclerosis, or atherosclerosis, if you will, 
appears to be the most important present limiting 
factor in our life span, It is the basic process 
responsible for the preponderance of deaths due 
to coronary and cerebral thrombosis, cerebral 
hemorrhage, and the kidney disease of adult life. 
It causes over a million deaths annually, and the 
evidence indicates that the toll is rising. While 
atherosclerosis emerges and develops as man ages, 
there are good reasons for believing that it is not 
in itself the basic aging process. It is merely a hitch 
hiker that goes along for the ride. It does not 
occur at all in certain animals as they age. It 
appears not infrequently in children, particularly 
diabetics, and at times there is remarkably little 
evidence of it found in older persons who have 
died of some other unrelated condition. It appears 
most pronouncedly in association with obesity, 
diabetes and severe hypothyroidism. 
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To throw up our hands and say that atheroscle- 
rosis is merely something that is inherited is to 
say nothing. The mere observation that the same 
change may take place in related individuals is 
interesting, not at all surprising, and of no conse- 
quence in getting at its fundamental nature. 
There is a physical or chemical change that is 
responsible for this phenomenon, and this is what 
we are primarily interested in identifying. 


Strange Circumstance 


It is a strange circumstance that disability and 
death from atherosclerosis should be on the in- 
crease coincident with the phenomenal advances 
in our civilization, and standard of living, a per- 
iod marked by so many other gains in health, 
comfort, and human well-being. Some of this 
apparent increase is due to more accurate diag- 
nosis and the fact that other causes of death, 
which have claimed young lives, have been re- 
duced, Nevertheless most students of the subject 
are convinced that the increase is real in both 
a relative and absolute sense. 


Some have ascribed this situation to the anxie- 
ties and tensions of the modern world. Unfortun- 
ately, I cannot find this explanation convincing. 
Since the dawn of civilization every age has had 
its tensions and anxieties which I have no doubt, 
have always seemed the worst ever to those living 
at the time. By what standard, by what instru- 
ment of precision, are we qualified to conclude 
that now has come the ultimate. I rather suspect 
that the lurking dangers of the jungle, the savage 
terror of the unknown, the looming threat of pesti- 
lence and famine were just as real worries in 
times gone by as the atomic bomb is today. 


But more important than national or interna- 
tional tensions as sources of anxiety, are the per- 
sonal every day problems of the individual. His 
own individual disappointments, frustrations, 
losses and bereavements are the more potent, real 
and immediate sources of anxiety and these have 
been present so long as man has enjoyed the men- 
tal and emotional attributes of a human being. 


The so called swift tempo of modern living has 
significance only in how we adjust or react to it. 
One man can fly at 2,000 miles an hour and feel 
as if he were standing still. Another rolls along 
with a horse and buggy and feels as if he were 
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flying. Indeed were strain, tension and anxiety 
the critical factors in the cause of heart attacks 
and similar vascular accidents, I see no reason 
why they should not occur more commonly in 
young individuals where these forces are often at 
their maximum intensity. 


On the other hand, all the evidence points to 
arteriosclerosis as the basis of heart attacks and 
strokes and I have found no convincing explana- 
tion of the role of anxiety in the development of 
this process. 


Other Factors 


But perhaps there are other factors in our civi- 
lization and way of life that should be considered 
as possibly having a bearing on the increased inci- 
dence of arteriosclerotic heart and vascular dis- 
ease. Perhaps not all the products of technological 
gain have been beneficial to man. It would be sur- 
prising if they were. Our scientists and engineers 
have been and are increasingly on a mad rampage 
to develop not only labor saving devices but every 
conceivable gadget to enable man to avoid effort, 
exertion and activity, whether it saves labor or 


not. 


We no longer tend the furnace, or carry out the 
ashes; we drive a block for a newspaper instead 
of walking, and for even this we no longer need 
use muscles to steer, apply the brakes or open 
the windows, and we are more tired than our 
fathers and fathers’ fathers used to be when they 
ran, walked, chopped wood, shoveled snow, dug 
ditches, pitched hay, stoked the furnace and did 
all the physical chores so abhorrent to the mid- 
twentieth century. 


Have you ever seen anyone take a single step 
on a moving escalator? If you have, it was prob- 
ably some odd ball like Hans Kraus of New York 
or Doctor Klumpp. We are imbued with the idea, 
without the benefit of scientific rationale, that 
physical exertion and stress, particularly in adult 
life and middle age, is harmful. This has taken 
the form of a national psychosis that has swept 
the country like an ancient plague. We are afraid 
to live for fear of dying. 


It was Theodore H. White who said that the 
history of contemporary civilization is the story of 
the displacement of food as the principle source 
of energy by coal, petroleum, water power, gas, 
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and I may add, atomic fission, But we go right on 
stoking our human furnaces as we did when 
brawn and muscle power made the wheels of the 
world go round. Does all of this carry with it a 
penalty in terms of the degenerative diseases, heart 
disease, and arteriosclerosis, We don’t know, but 
some of us are beginning to suspect that it might. 


Biological Principles 


Two important fundamental biological princi- 
ples appear to have application to what we are 
talking about. The first is this: Tissues and func- 
tions that are not used, atrophy. There is no argu- 
ment about the application of this principle to 
muscle tissue. We must not forget that the func- 
tional capacity of the heart and blood vessels is 
derived from their muscular structure and the 
manifestations of atrophy in these organs are 
clearly evident at all ages in the shortness of 
breath and reduction in work capacity that results 
from disuse. 


To me one of the most striking demonstrations 
of this is the astonishing rapidity and extent of 
the physical and circulatory deterioration that 
takes place as the result of a short period of 
immobilization in bed. In addition to the manifest 
effects in terms of circulation and muscles, we 
know that the bones lose their calcium, joints 
stiffen, clots form in the blood vessels, digestion is 
impaired, and the bowels and organs of excretion 
lose their functional efficiency. 


I have no doubt that the endocrines, in their 
delicately balanced interrelationship, suffer also. 
This immobilization in bed, and its effects, differ 
only in degree from the immobilization resulting 
from our so-called labor saving devices and pres- 
ent day attitudes toward physical activity. 


Loss of Motivation 


Based on loss of motivation and interest and to 
a large extent because of the fear psychosis against 
exercise and exertion, our middle aged and older 
people reduce their physical activities still further, 
to the same effect and with what I believe is 
especially damaging, if not disastrous results. 


In addition to the consequences previously 
noted, atrophy of disuse accentuates the lessened 
capacity of older persons to react to stress, I 
have no doubt that such avoidable atrophy’ is a 
contributing factor in the death of older persons 
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subjected to accidents, shock, operations, depriva- 
tion, stress and prolonged illnesses. 

Aside from its functional aspects, it is a depres- 
sing thing to see what can happen to the human 
figure, a thing of most exquisite beauty until 
misshapen by fat, atrophy, bulges, swellings, pro- 
tuberances, pendulosities, and hernias. These are 
not necessary concomitants of the aging process, 
as the fine figures of many elderly ladies and gen- 
tlemen without corsets, girdles, belts and trusses 
bear witness. 


So much has been said and written about the 
harmful effects of stress that I’m afraid we have 
been left with an entirely lop sided view of its 
biological role. It has not been made entirely 
clear that extremes of stress, from the standpoint 
of intensity or duration, are harmful. In this con- 
nection, from a biological viewpoint, it is safe to 
assume that extremes of any kind are harmful. 
Like potent medicines, the proper dosage is bene- 
ficial and even life saving; too much is poison. 

In a similar way I look upon moderate or 
graded stress as necessary to the maintenance of 
good health, vitality, and an adequate reserve 
against the extremes of stress that in one way or 
another befall all of us. From a biological stand- 


point functional capacities of all systems of the 
body can only be augmented through moderate 
stress. This I have no doubt applies to the mind 
and emotions as well as the rest of the body. 


This principle has, I believe, particular applica- 
tion to the aging process. After the prime of life, 
the peak of which comes at different times for the 
various functions of the body, a decline occurs. In 
my opinion this decline will proceed more slowly 
if the bodily functions are fully employed and 
through moderate and unfortunately descending 
stress, they are held to their maximum capacities. 


What I consider one of the most important 
biological principles has a bearing on this subject 
and it is this, “Nature tends to eliminate those 
who have relinquished their functional usefulness.” 


Unfortunately nature.does not appear to favor 
mind over matter, and the full utilization of only 
our mental capacities does not appear to be 
enough. I believe that we must do everything we 
can, as we grow older, to resist the inclination to 
slow down the tempo of our living. I am con- 
vinced that if you will just sit and wait for death 
to come along, you will not have to wait so long. 
1450 Broadway 





WEST TEXAS NEWCOMERS—Physicians who. have joined the membership of District One of 
the Texas Medical Association in West Texas are shown at the District One meeting in Pecos, Feb- 
ruary 5, and are, left to right, Dr. Arnold Briere, Pecos, Dr. J. D. Lancaster, Fort Stockton, Dr. J. R. 
Powell, Pecos, Dr. C. E. Jones, Fort Stockton, and Dr. William G. Smith, El Paso. 
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Dr. Deter 


The cost of hospitalization must continue to 
go up as long as cost of living continues to rise. 
Salaries, cost of materials, depreciation, replace- 
ment, social security and retirement plans are 
all parts of the rising cost of hospital care. This 
cost increase is estimated to be in the neighbor- 
hood of a 5 per cent increase per year and will 
this rate for an indefinite 


continue to rise at 


period of time.* 


“There should be no reason for the medical 
profession or the hospitals to be the least” bit 
apologetic, or sensitive, about this cost problem, 
, a concerted effort should be made 


by us to explain to the public the increases in the 


but, rather 


‘quality and quantity of professional and tech- 
nical services provided per admission, resulting 
from scientific advances’ which have been respon- 
sible, in the main, for this increase in cost of 
hospital care, when understandably coupled with 
working conditions for employees.” 


What are some of the things that are being 
done to cut hospital costs? What can we, as 
physicians, do about it? 


Progressive patient care is an experiment to 
cut down length of time a patient remains in 
hospital and is graduated from intensive care to 
convalescent care to outpatient care, This will 
materially cut down in cost of hospital construc- 


*From a speech by Mr. W. P. 
Texas Hospital Association Administrator, 


Erngay, Immediate Past President, 
Harris Hospital, Ft. 


Worth, Texas, made to the conference of county society officials 
of Texas Medical Association, 16 Jan. 1960. 
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By Russet L. Deter, M.D., El Paso 


President Southwestern Medical Association 


New Horizons 


in Hospital Care Costs 


“There should be no reason for the medical 
tion and numbers of technical personnel required 
to care for patients in general. 


Staff Reduction 


By concentrating your more highly trained - 
therefore more highly paid — staff in the inten- 
sive care unit, the total number of these people 
can be markedly reduced with considerable sav- 
ing to the patient. An uncomplicated appendec- 
tomy patient would stay two to three days in in- 
tensive care at $25 a day; three more days in 
convalescent care at $8 a day, and the rest of 
recovery as outpatient, at virtually no cost. The 
same may be applied to all other forms of hos- 
pitalization in varying degrees. 


An item of. considerable importance is the dif- 
ference in cost of an intensive care bed at say 
$25,000 per bed (including all necessary facili- 
ties) as compared to $5,000 to $8,000 for a con- 
valescent care bed. By far the majority of patients 
could be handled for a greater portion of their 
hospitalization in a much cheaper constructed, 
and cheaper operated convalescent care bed. 
Their care could certainly be much cheaper and 
more carefully followed in an adequate outpatient 
facility equipped with occupational and physical 
therapy departments. 


Improved Patient Care 


By this method the bulk of the specialized 
technical staff could devote the greater part of 
their energies to the relatively short period the 
patient was in the intensive care unit. Under 
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this arrangement a still better dividend to the pa- 
tient than reduced cost alone, would be vastly im- 
proved patient care at a time he needs it the most. 


Automation is the means by which industry has 
cut operating costs and improved efficiency of its 
operations. Hospitals can and must avail them- 
selves of all of the time and personnel saving de- 
vices made available through the vast technology 
of our industries, These include. 


1. Vacuum tubes of sufficient size to handle 
suture sets, most pharmacy 
items, all requisitions and many supplies — can 


small items — ie., 
easily be installed in all new construction, cutting 
down immeasurably in time and the number of 
people it takes to secure these items by conven- 
tional means, 


2. Automatic distribution systems of conveyor 
belts and vertical conveyors, much as in industry, 
can be used for delivery of bulk supplies (food 
trays, etc.) to central areas on each floor, close 
to the nurses’ station, with a minimum need of 
maintenance and personnel. 


3. Centralization of supplies with one dispatch 
center for the entire hospital will save time in the 
number of places one has to go for various kinds 
of supplies. 


4. Placing in a patient’s room as much as pos- 
sible that is needed for his care will cut down on 
the time required to search for the necessary 
items. 


5. Adequate intercom systems will cut down 
walking back and forth for information and 
supplies. 

6. Streamlining records and requisition pro- 
cedure will permit nurses to devote the bulk of 
their time to bedside nursing care. 


7. Central typing and dictation pool will elimi- 
nate much duplication in personnel and material. 


8. Microfilming whenever possible will save 
storage space, 


' These are only a few of the many means at 
our disposal effectively to cut down operation 
costs. Admittedly many of these procedures are 
not applicable to hospitals already in operation 
but certainly can economically be incorporated in 
new hospital construction. One such hospital is in 
operation using 1.5 employees per patient, where 
the national average is 2.1 employees per patient. 


Pendulum Swings 


Finally, the pendulum must swing away to a 
certain extent from the hospital to home and out- 
patient care, By this I do not mean that the 
work of hospitals and doctors in the past 50 years 
towards convincing patients that they can be 
better cared for in hospitals should be thrown out 
the window, but the hospital is not a rest home 
it is not the place to go for a diagnostic survey, 
though such a survey probably can be done there 
better although much more expensively. The 
economics of being sick must be considered when 
the physician advises a patient to be hospitalized. 
To digress a moment — I like to think of it as 


the economics of staying well rather than “of 


being sick.” 


The chief purpose of this editorial is to call to 
your attention what has been done, what is being 
done, and what you can do to keep down the 
cost of hospitalization, although utilizing it to its 
maximum efficiency when you do use it. Keep 
in mind we all are the “someone else” who are 


paying the bill. 





Phoenix Physicians to Hear California Psychologist 


Bruno Klopfer, Ph.D., Clinical Professor of 
Psychology at the University of California, Los 
Angeles, will speak on “The Scientific Basis of 
Psychiatric Diagnosis” at Camelback Hospital, 
Phoenix, Arizona, on May 17th, Dr. Klopfer will 
address the members of the Maricopa County 
Medical Society who have been invited to attend 
the regular Tuesday morning staff breakfast by 
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Dr. Otto L. Bendheim, Medical Director of 
Camelback Hospital. 

Dr. Klopfer is one of the outstanding authori- 
ties on Rorschach testing and is~the author of 
numerous books on the Rorschach technique, 
among which two volumes, “Technique & Theory” 
and “Fields of Application,’ deal with develop- 
ments in Rorschach technique. 
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Aphoristic Quotes 


Collected by ANDREW M. Basey, M.D., Las Cruces, N. M. 


From Medical Grand Rounds, edited by Robert 
McCombs, M.D., Boston, in the Bulletin of Tufts- 
New England Medical Center. 


1. Intractable pain from cancer of abdominal 
viscera is usually due to invasion of the parietes. 
Sympathectomy is not as a rule successful in re- 
lieving pain of this type. The most practical way 
to give relief is by anterolateral chordotomy, Uni- 
lateral operations are often successful; bilateral 
operations can be done if necessary, without pro- 
ducing serious minor disability. 


2. The cause of relapsing nonsuppurative pan- 
niculitis (Weber-Christian’s disease) is not known. 
It is considered by some to be the most benign 
of the collagen diseases and therefore possibly 
initiated by some allergic mechanism. Drug sen- 
sitivity has been postulated as a cause. For this 
reason a trial of therapy with cortisone or ACTH 
is warranted. There is no proof that this dis- 
ease is_ related to a form of panniculitis that 
occurs in epidemics in mink. 


Recurrent Hemorrhage 


3. Recurrent hemorrhage from: esophageal var- 
ices is the chief indication for the performance 
of an operation in which the portal venous cir- 
culation is anastamosed to the renal vein (splen- 
orenal shunt) or to the vena cava (portacaval). 


When portal hypertension is due to cirrhosis of 
the liver the portacaval shunt is the preferable 
procedure but the operation should be deferred 
in instances where liver damage is severe, because 
of the high operative risk, until after an attempt 
has been made to improve liver function by a 
period of medical management. 


When the venous obstruction is caused by 
extrahepatic factors, such as portal vein throm- 
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Dr. Babey 


bosis, operation need not be delayed. In many 
of these cases the spleen may be enlarged and 
the effects of hypersplenism (anemia, leukopenia, 
and thrombocytopenia) apparent. Removal of the 
spleen has an additional beneficial effect on the 
hematologic picture. 


Bilateral Ureterosigmoidostomy 


4. Bilateral ureterosigmoidostomy may become 
necessary for various reasons, including surgical 
removal of the bladder because of cancer, and as 
a means of treating chronic urinary incontinence 
when other surgical measures have failed. 


Use can be made of the large bowel as a reser- 
voir for the urine in these instances, Since the 
colon has considerable resorptive capacity, and 
since the urine contains electrolytes in concentra- 
tions differing from those of the blood, certain 
electrolyte disturbances in the blood and other 
body fluids must be combated. 


For example, resorption of chloride, which is 
normally present in high concentration in the 
urine, may induce hyperchloremic acidosis, par- 
ticularly when the urine is permitted to stagnate 
in the bowel for from eight to twelve hours. 


This situation can be prevented by evacuation 
of the colon at strictly regular intervals and a 
diet that contains 1.3 parts of sodium to | part 
of chloride (the same ratio that exists between 
these electrolytes in normal body fluids) so that 
the urine will not contain an excess of chloride. 
If necessary the extra sodium is given as bi- 
carbonate. Azotemia may also occur, perhaps 
by resorption of urea from the bowel. 
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MEETINGS 





13 Guest Speakers to Present Papers 


at New Mexico Meeting in Albuquerque 


At the 78th annual meeting of the New 
Mexico Medical Society in Albuquerque, May 
10-14, thirteen guest speakers will present scien- 
tific papers in the fields of obstetrics and gyne- 
cology, pediatrics, otolaryngology, internal medi- 
cine, neuro-psychiatry, physical medicine and 
rehabilitation, surgery, and dermatology. In ad- 
dition to formal presentations, there will be the 
following group scientific programs: 

“Problems of the Newborn,” ‘Problems of the 
Special Senses,” “Cardio-Pulmonary Problems of 
the Aged,” “Problems of the Skin,’ and “In- 
fectious Disease Control.” There also will be 
several panel discussions. The program is designed 
to be of interest to every practicing physician. 

The committee in charge of the meeting 
announces that a physical examination will be 
given at the meeting by the Bernalillo County 


chapter of the American Academy of General 
Practice to any doctor desiring one. 
Record in Technical Exhibits 

The largest array of technical exhibits ever 
assembled at a New Mexico medical convention 
will be shown. Forty-nine firms have reserved 
space to display new drugs and equipment. There 
will be nine scientific exhibits displayed. 

Claud Gordon’s orchestra will play for the 
dinner dance on May 12. Gordon’s orchestra 
won the top band title of the United States and 
Canada in the American Federation of Musicians’ 
best new band contest in 1959. Gordon com- 
peted against 183 bands for this coveted honor. 
The dinner dance will be held in the new Four 
Hills Country Club. 

Headquarters for the meeting will be at the 
Western Skies Hotel. 





Hypertension to be Subject of 


El Paso Postgraduate Meeting 


A one day course on hypertension will be 
given by the El Paso division of the University 
of Texas Postgraduate School of Medicine Sun- 
day, May 8, 1960, in the E] Paso County Medical 
Society's Turner Home at 1301 Montana Avenue 
in El Paso. 

Dr. J. Leighton Green, director, has an- 
nounced that the course has been approved by 
the Texas Academy of General Practice for 
seven hours in Category I credit. 

The instructor in charge will be Dr, Don W. 
Chapman of Houston. The program is as fol- 
lows: 


9:00- 9:55 A.M. Diagnosis and Surgical Man- 
agement of Cerebral Vascular 


Insufficiency. 
Dr. George C. Morris, Jr., 
Houston 
9:55-10:50 Heart Disease in Pregnancy. 
Dr. Don W. Chapman, 
Houston 
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Intermission 


10:50-11:05 
11:05-12:00 


Newer Concepts of Toxemia 
of Pregnancy 
Dr. Stanley F. Rogers, 
Houston 
1:00- 1:55 P.M. Surgical Treatment of Hy- 
pertension. 
Dr. George C. Morris, Jr. 
1:55- 2:50 Medical Treatment of Hy- 
pertension. 
Dr. Don W. Chapman 
2:50- 3:10 


3:10- 4:05 


Intermission 
Chronic Pyelonephritis. 
Dr. Stanley F. Rogers 


Symposium on Hypertension 
and Arteriosclerosis, 


4:05- 5:00 


Drs, Morris, Chapman and 
Rogers 
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De Quervain’s Disease (Syndrome)* 
By James H. Cuerry, M.D. and Sam M. Yates, M.D., Galveston** 


Due to the lack of knowledge of the true 
pathology and the clinical manifestations of this 
syndrome, it was thought until recent years that 
this condition, which involves the function of the 
thumb and wrist, was relatively uncommon. For- 
tunately, due to the contributions of several per- 
sons made in recent years, we have come to rec- 
ognize it and treat it accordingly. Leao’ of Brazil 
gives Tillaux the credit for first describing this 
condition in 1892 in Traite D’Anatomie Topo- 
graphique Avec Applications a la Chirurgie.* 


One of the first published descriptions was in 
1893 in the Thirteenth Edition of Gray’s Anatomy. 
At that time it was given the name as “washer- 
women’s sprain,” and one of the cases which we 
‘are presenting, interestingly enough, received her 
difficulty from the old-fashioned way of repeatedly 
wringing out her wash with her hands and wrists, 
rather than using the new-fangled electric gadgets 
which she had ready access to use, working for 
a very fine family which could very easily afford 
her whatever mechanical machines necessary to 
do the family washing. 


De Quervain,’ in 1895, published the first ac- 
credited definite and detailed description with 
the adjoining physiologic and pathologic aspects. 
He also gave the first real outline of the clinical 
symptoms, organic findings and the definitive treat- 
ment—hence the name “de Quervain’s Disease.” 


It has often been diagnosed or rather misdiag- 
nosed as a sprain, strain, bursitis, periosteitis, ten- 
osynovitis, arthritis, localized infection; such as 





“Presented at the meeting of the Texas Orthopaedic Associa- 
tion, San tonio, Texas, April 20, 1959. Discussion by Dr. 
David M. Cameron, El Paso, Texas. 


**From the Department of Surgery, Orthopedic Division, Uni- 
versity of Tees Medical Breach, Galveston, Tense, 
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Stenosing Tendovaginitis of the Abductor Longus 
and the Extensor Brevis Tendons 
to the Thumb at the Radial Styloid Process 


tuberculosis, osteomyelitis, and other similar con- 
ditions.* * © 


In respect to ordinary tenosynovitis, due to 
trauma, acute or repeated, and not due to spe- 
cific infection or rheumatoid arthritis, it should be 
emphasized that there is a clear pathologic and 
functional differential picture between that condi- 
tion and de Quervain’s syndrome in the chronic 


stage. 


Most orthopedists and pathologists refer to the 
latter as a condition which primarily involves the 
fibrous tissue cells overlying the vaginal or synovial 
cells which are normally and anatomically next to 
the tendon proper. 


In a true tenosynovitis, the synovial cells are 
primarily swollen and inflamed; also, in tenosy- 
novitis the mucin-producing cells of the tendo- 
vaginal sheath often swell to a point where upon 
palpation there is a definite mushy crepitation and 
some creaking upon motion of the tendon as it 
slides back and forth in the synovial tube. 


In most of these cases, proper conservative 
therapy will allow the condition to subside, giving 
Mother Nature the chance to correct her own 
wrongs. Immobilization, local injections with hy- 
drocortisone, properly supervised physical medi- 
cine, and sometimes X-ray therapy will hasten 
the recovery. 


On the contrary, once the stenosing tendova- 
ginitis of de Quervain (thumb short extensor and 
the abductor brevis) has established itself into a 
chronic condition, the only permanent relief re- 
solves itself into either not using the thumb and 
wrist or surgery. Since one does not like to go 
through life too long without using one’s thumb, 
then the logical course is surgical intervention. 
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Practically all of the authors whose papers I 
have had opportunity to review, agree to resecting 
a portion of the sheath as it emerges over the 
radial styloid process. Along with that, the tendon 
ring should be incised. We often see a similar 
situation in the flexor tendons to the other fingers 
and to the toes, particularly at the wrist and the 
interphalangeal joints. In the beginning, conserva- 
tive treatment with immobilization has been tried, 
and in some cases it has been helpful.’ 

In these cases, the repeated use of the thumb 
and index finger is elicited in the history. Dr. 
A. R. Smith,’ Orthopedist of Columbus, Ohio, 
recently told me that he has seen a good number 
of cases in men in which most of them worked 
for a large electric manufacturing company where 
the use of the first two digits was very necessary, 
especially in the manufacture of electronic 
articles. This is somewhat contrary to the basic 
reports in the medical literature, in that the 
condition seems to occur more frequently in 
women—three to one over men. 

Hobbies as well as other occupations have been 
listed in the literature. One case was reported 
concerning an ardent fly-casting fisherman; in ad- 
dition, there were cases of a golfer, a baseball 
player, surgeons, and a preacher who could sup- 
plement his elecutionary theology with manifest 
active gesticulation.® 


Examination 


Examination will usually show an unilateral 
swelling of the wrist just over the radial styloid 
process extending about one and one-half to 
two inches above the wrist in alignment with the 
short thumb extensor and the abductor longus: 
The process is usually quite hard throughout, but 
there may be a soft center. It is often quite painful 
and tender, and upon flexion of the thumb towards 
the fifth digit, the tenderness upon pressure in- 
creases accordingly. 

There is present a considerable difficulty to 
hold small objects, such as a piece of paper, be- 
tween the thumb and the index finger (Finkel- 
stein’s test).”"'° Upon extension of the thumb 
after flexion, acute pain may recur, and quite 
often temporary locking of the tendon may take 
place, due to the increased fibrosis of the tendon 
sheath and the secondary hypertrophy of the ten- 
don pully or ring. 

Secondary general disease is not ordinarily 
present,® although one patient in our series did 
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have diabetes mellitus which, in the opinion of 
the internist in this case and myself, had nothing 
to do with the tendon situation, 


As has been indicated, the two tendons chiefly 
involved are the abductor pollicis longus and 
the extensor brevis tendons leading to the thumb 
of either or both hands. After surgical exposure 
either by curved, linear or transverse incision (the 
authors prefer either the curved or linear-longi- 
tudinal), preferably four to five inches in length, 
immediately over the radial styloid from base of 
thumb upward, the posterior sensory cutaneous 
branch of the radial nerve is exposed. 

Both the dorsal, volar and extraneous branches, 
if present, are gently retracted in their given 
directions after careful dissection. The dorsal 
carpal ligament is then exposed and detached 
from its radial insertion and retracted. Under- 
neath this immediate area will usually be found 
the main mass involving the sheath of the named 
tendons and the ring, the latter usually being 
difficult to identify because of its coherent attach- 
ment to the sheath from the sclerosing process. 

Care should be taken to excise completely 
the entire mass around the tendons, particular at- 
tention beirig given to the portion immediately 
overlying the radial styloid. The slick gliding 
surface along with the periosteum of this area 
may occasionally be infiltrated with the mass. 

Variations with accessories of these tendons 
are frequently encountered." ** '* Less frequently, 


the extensor longus tendon in this area may also 


be involved. Figure 1 demonstrates the dissection 
in a cadaver. 





Figure 1 
Anatomical illustration with identification 
as follows: (A) Extensor pollicis brevis; (B) 
Abductor pollicis longus; (C) Extensor pol- 
licis longus; (D) Radial nerve. 
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The tendon sheath (and ring) which has been 
dissected free from around the involved tendons 
feels hard and thickened representing chiefly an 
hypertrophied fibrositic mass. Microscopically, the 
synovial lining is usually intact and the cells 
of the membrane show no inflammatory cellular 
infiltration or swelling. (This is in contrast to the 
usual picture of acute and chronic tenosynovitis 
regardless of the cause.) 

There is a marked proliferation of the subsyno- 
vial fibrous tissue cells with increased collagenous 
material in the fibers extending from the cells. 
There will be found occasional mononuclear cell 
infiltration but no true infectious inflammatory 
reaction. 





The fibrous cellular tissue extends throughout 
the outer layer of the sheath and most often 
into the pulley ring. The involvement may extend 
up to three or four inches in length into the 
proximal portions of the tendons, Therefore, 
surgical dissection above and below the process 
should be extensive. (Fig. 2 and Fig. 3.) 


Table I includes the cases which we are re- 
porting in this paper. 


Summary 


1. A review of the literature of de Quervain’s 
disease has been outlined along an analysis of the 
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Note: These cases are recorded both from the staff files of John Sealy Hospital, Department of Surgery, Orthopedic 
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Division, University of Texas Medical Branch, Galveston, 





exas, and from private files. 
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Figure 2 


Section taken from reported case illustrates 
proliferation of the subsynovial tissues. 


(X200) 





Figure 3 


Section illustrates that the synovial mem- 
brane is intact which is different from tenosy- 
novitis. (X200) 


anatomic and pathologic manifestations. Especial 
attention is called to the recent article of Luiz 
Leao of Brazil in the October 1958 issue of The 
Journal of Bone and Joint Surgery. 


2..A total of seventeen cases has been pre- 
sented. 


3. Thirteen of these cases were females and 
four were males. 
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4. The average age was approximately forty 
years. 


5. The right hand was involved in eleven cases, 
the left in five, and in one case both hands were 
involved. 


6. Nine cases received surgical treatment, all 
with good results. Five cases received casting, and 
other conservative treatment experienced a sub- 
sidence of signs and symptoms. These were 
chiefly cases in the early phases of the condition. 
One case did not receive definitive treatment 
and according to last reports is still having 
disability. One case is still under care with con- 
servative treatment. 


7. Four cases gave the history of previous acute 
trauma. Seven cases gave the history of repeated 
stress and strain or repeated trauma. 


8. The predominant occupation was that of 
waitress, but menial household and hospital aide 
activities entered into the picture. There was one 
case of an old type of washerwoman having the 
condition; an aide who was also an ardent fisher- 
woman; an attorney who was athletically inclined 
towards weight lifting. There was only one case 
associated with a fracture of the radial styloid 
process. 


9. There were no cases associated with rheu- 
matoid arthritis. 


Conclusions 


1. De Quervain’s disease is an involvement of 
the fibrous tissues surrounding the synovial sheaths 
of the abductor longus and extensor brevis ten- 
dons to the thumb. In some cases the extensor 
longus tendon, with anatomic and developmental 
variations, is involved. 


2. The pathologic studies definitely show that 
it is a different process than that classified as a 
tenosynovitis, whether it is trauma or disease. 


3. Trauma, whether it is acute or repeated 
stress and strain, appears to be the predominant 
causative factor, In most of our cases, it would 
seem that occupation was strongly in the back- 
ground; that .is, in the series waitresses, maids 
and housewives predominated. 


4. There was no history of true rheumatoid 
arthritis elicited in any of these cases, although 
in five cases there had previously occurred condi- 
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tions which could be classified as so-called colla- 
genous ones. 


5. It seems to occur more often in females 
than males. 


6. Conservative treatment including casting, 
supervised physical therapy and occasionally local 
injection of novocain may help in the early cases. 
Local injection with hydrocortisone was not done 
in these reported cases. 


7. Surgical excision of the hypertrophied fibrosi- 
tic mass and freeing up involved tendons appears 
to be the definitive treatment in the’ chronic 
cases. Although a general anaesthesia or brachial 
plexus block with use of tourniquet seems pre- 
ferable to us, this matter should be left up to 
the judgment of the surgeon. Many surgeons pre- 
fer local anaesthesia. 
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New 28-bed Nursing Home 
Is Opened in El Paso 


A new nursing home, Rest Haven, has-been 
opened in E] Paso by Mr. and Mrs. Thomas V. 
Cramer. The home, located at 2729 Porter Ave- 
nue, has a 28-bed capacity and will provide 24- 
hour professional service. It is designed for the 
care of convalescents and non-ambulatory patients 
as well as elderly people who desire comfortable 
and economical quarters. Patients arrange for 
their own physicians. The home is state-licensed 
and non-denominational. Mrs, Cramer, L.V.N., 
is the administrator. 
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The 109th Annual A.M.A. Meeting: 
A Forum for 2,000 Top Medical Men 


The 109th annual meeting of the American 
Medical Association will be a forum presented 
by some of the nation’s top scientific brains. 


Approximately 2,000 physicians, all outstanding 
in their field, will participate in presenting the 
scientific program of the meeting to be held in 
Miami Beach, June 13-17. 


There will be two general scientific meetings 
in the Grand Ballroom of the Fontainebleau Ho- 
tel, and other lectures, symposiums, and panel 
discussions in the Fontainebleau, Eden Roc Hotel, 
and in the new, air-conditioned Miami Beach 
Exhibition Hall. Sessions on dermatology, being 
held jointly with the Society for Investigative 
Dermatology, will be in the di Lido Hotel. 


The opening general scientific meeting, Monday 
afternoon, June 13, will begin with the Joseph 
Goldberger Lecture on Clinical Nutrition. Dr. 
Carl A. Lincke, chairman of the A.M.A, Council 
on Scientific Assembly, will preside. 


The lecture will be followed by a symposium 
on nutrition, including an address by Grace A. 
Goldsmith, professor of medicine, Tulane Univer- 
sity School of Medicine, New Orleans, on “High- 
lights on the Cholesterol—Fats, Diets and the 
Atherosclerosis Problem.” 


The second general meeting will be a symposium 
on “Evaulation and Preparation of Patients for 
Anesthesia and Surgery,” Tuesday morning, June 
14, to which the sections on Anesthesiology, Dis- 
eases of the Chest, General Practice, Internal 
Medicine, Pediatrics, Pathology and Physiology, 
and Surgery have contributed. Participating will 
be Meyer Saklad, Providence; Thomas Rardin, 
Columbus, Ohio; Eugene Turrell, Milwaukee; 
John S. LaDue, New York City; Arlie R. Mans- 
berger, Jr., Baltimore; George Meneeley, Nash- 
ville; Robert M. Smith, Boston; and C. Rollins 
Hanlon, St. Louis, Mo. 





MEDICAL CENTER 


PHARMACY 





By B. W. Bittow, M.D.; 

A. M. Casopevit_e, M.D.; 

A. Stern, M.D.; 

A. Pato, M.D.; 

M. Rosinson, M.D.; 

and S. S. Patey, M.D., 
New Yorkt 


It already has been established that the en- 
zyme, Chymotrypsin, possesses significant thera- 
peutic and prophylactic properties. These effects 
include: anti-inflammatory, anti-edematous, mu- 
colytic, fibrinolytic and thrombolytic actions. 


The successful use of various preparations of 
Chymar (Chymotrypsin, Armour) have been 
documented in asthma and bronchitis;'* athletic 
injuries ;*-° dermatology ;° ophthalmology ;** pelvic 
inflammatory disease;® peptic ulcer;’® general and 
plastic surgery,’*** thrombophlebitis ;*'*"* trau- 
matic conditions;* and urology.’*** 


Methods and Materials 


We have recently reported’? on the anti-in- 
flammatory effect of oral, buccal and parenteral 
chymotrypsin combined with antibiotic therapy. 
The preparations used were Chymar Aqueous, 
Chymar Buccal and Chymar Oral.* In this study 
we are reporting our results primarily with the 
oral form. 


Chymoral is an enteric coated tablet contain- 
ing mixed pancreatic enzymes (chymotrypsin and 
trypsin). Each tablet contains 50,000 units of ac- 
tivity. 


In the initial study a dosage of one tablet q.i.d. 
was administered; another group of patients were 
given two tablets q.i.d.; and a third group were 
given a combination of the oral and parenteral 
forms, 1 c.c. of Chymotrypsin Aqueous and one 
tablet Chymoral q.i.d. daily. 


A total of 65 cases were studied; these in- 


*Chymoral, manufactured by the Armour Pharmaceutical Company. 


From the Medical Service of Harlem Hospital, Department of 
lospitals, New York City. 
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Clinical Experiences with Oral Anti-inflammatory Enzyme 
for Intestinal Absorption* 





cluded commonly encountered conditions such as 
bronchitis, sinusitis, epididymitis, contusion, frac- 
ture, hematoma, laceration with edema, strains 
and sprains with edema, and thrombophlebitis. 


Results 


The results of the therapy in 65 patients are 
summarized in Tables I, II and III. Results were 
graded by whether improvement was complete, 
partial or none. Table I reveals that on a dosage 
of one tablet q.i.d., 20 of the 65 cases, or about 
30 per cent, experienced complete relief within 
five days. 


TABLE I 


Response to Chymoral Tablets 
1 tablet q.i.d. 


Improvement 
By po Partial None 
1. Acute Trauma 
(a) Hematoma 4 2 2 
(b) Contusion and edema 6 2 3 1 
(c) Laceration and edema 9 3 4 2 
(d) Strains and sprains 
with edema 12 5 5 2 
(e) Fracture with edema 
. and laceration 4 3 
2..Acute Thromphlebitis 9 3 3 3 
3. Acute Tracheo Bronchitis 8 2 5 1 
4. Acute Tonsillitis and 
Sinusitis 10 3 7 2 
5. Epididymitis 3 2 1 
65 20 32 13 
TABLE II 


Response when Chymoral dosage was increased to 
two tablets q.id.-in those patients who obtained 
only partial relief. 


Recovery 
No. of Complete Partial None 
32 28 a 0 
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TABLE III 


Response to the addition of 1 cc, Chymar Aque- 
ous daily in those patients who did not respond 
to Chymoral therapy alone. 


Recovery 
No, of 
Cas: 


em Complete Partial None 


13 2 6 5 


Thirty-two patients who experienced only par- 
tial improvement on the dosage of one tablet 
q.i.d., were given an increased dosage of two 
tablets q.id. The results are in Table II. Finally, 
13 patients who showed no improvement on Chy- 
moral on a one tablet q.i.d. dosage, were given, 
in addition, one cc. of Chymar Aqueous daily. 
These results are shown in Table III. 


There were no toxic effects or side reactions 
observed in any of the patients. 


Summary 


Chymoral appears to be an effective anti-in- 
flammatory preparation. From our experiences to 
date, we are of the opinion that Chymoral thera- 
py should be initiated at a dosage level of two 
tablets q.id. In very severe inflammatory condi- 
tions the adjunctive use of parenteral chymotryp- 
sin daily, for a few days seems advisable. As the 
condition improves, or for maintenance purposes, 
one tablet q.i.d. is recommended. Patients who 
can’t take the oral form initially should be given 
the parenteral form until able to receive oral 
therapy. 
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Ruidoso Summer Clinics 


The New Mexico Academy of General Practice 
will hold its annual summer clinics in Ruidoso 
July 18-21. Lectures will be given each morning 
with the remainder of the day free. 


A faculty of seven from the University of Kan- 
sas Medical School will present the program. 
Dean Mahlon H. Delp, M.D., will moderate pro- 
grams each morning, as follows: 


Monday, Heart Disease; Tuesday, Mother and 
Child; Wednesday, Cancer; and Thursday, Emer- 
gencies. 


TAYLOR-SIMPKINS, INC. 


MEDICAL OXYGEN 


2123 Texas St. KE 3-0952 El Paso, Texas 
Nights — Call LO 5-0359, or LO 5-3060 


TOPS IN COMFORT AND STYLE... 


Dobbs Fine Hats 
POPULAR DRY GOODS CO. 




















Painful Rib Simulating “Cardiac Neurosis”* 
By J. Eowarp Stern, M. D., El Paso 


There is a2 moderate amount of literature on 
the subject of painful rib and painful costochon- 
dral junction. E. Moschcowitz' referred to these 
anatomical structures as one source of parietal 
pain simulating visceral disease. Moschcowitz 
and several British observers also described 
pain at the free costal border due to “slipping” 
rib. 


The disorder of painful costochondral -junc- 
tion, when located in the precordium, may give 
rise to symptoms which must be distinguished 
from those of anginal syndrome, The value of 
the distinction is not only theoretic and heuris- 
tic, but also practical and therapeutic. 


For the sake of brevity and out of deference 
to older usage, the term “cardiac neurosis” is 
here employed in quotes. In present-day psychi- 
atric terminology, however, the term psychogenic 
cardiovasular reaction is used. It forms a sub- 
category of somatization reaction, a reaction in 
which anxiety is relieved, to a greater or lesser 
extent, by channeling the originating impulses 
through the autonomic nervous system into the 
viscera. . 


The psychogenic cardiovascular reaction in- 
cludes most cases of pseudoangina pectoris, many 
cases of paroxysmal tachycardia, some types of 
hypertension, and cases resembling neurocircu- 
latory asthenia but without subjective anxiety. 
This paper is limited to a discussion of one class 
of pseudoangina pectoris. 


Angina Pectoris 


The profession has grown increasingly aware 
of the principles underlying the diagnosis and 
differential diagnosis of angina pectoris. 

Paul D. White in his book “Heart Disease’? 
gives an excellent discussion of many facets of 
the problem. The mimicry which may derive from 
cervicodorsal spondylitis, esophagospasm (includ- 
ing globus hystericus and cardiospasm), hiatus 
hernia of the stomach, and so on, is generally 
appreciated. 

The efficiency of the coronary circulation may 
be inferred from the effect on the electrocardio- 
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gram of exertion (A. M. Master) and, perhaps 
less regularly, of hypoxia (R. L. Levy). However, 
if the conventional, and more elaborate, methods 
of differential diagnosis do not yield fruitful re- 
sults, the physician runs the risk of overlooking 
a painful zone in the precordium, of inferring a 
psychiatric diagnosis by exclusion, or of doing 
both. 


These difficulties are avoided by searching 
the precordium for tender points and by con- 
ducting a brief psychiatric investigation, a pro- 
cedure at which many internists have grown ex- 
pert in recent years. 


Strapping 


Moschcowitz wrote in 1927 (loc. cit.), “As a 
rule, the pain of slipping rib can be eliminated 
by firm immobilization with adhesive tape. This 
procedure aids in diagnosis. When the strapping 
is removed, the pain returns.” 


Fortunately, the outlook is now more sanguine. 
R. Leriche,? W. K. Livingston,‘ and J. Travell,® 
have shown that persistent parietal pain can 
sometimes be relieved in a spectacular and as- 
tonishingly durable way by the infiltration of ten- 
der points with procaine, or by spraying the skin 
over the sensitive area with ethylchloride, or 
even by needling alone. 


It is quite beyond the scope of this study to 
go into the perhaps related questions of myalgia, 
nodular headache, fibrositis, and geloses; nor is it 
appropriate here to discuss the possible metabolic, 
hepatic or traumatic (?) origin of these dis- 
orders. It is also beyond the scope of this paper 
to discuss extensively the emphasis which Livings- 
ton placed on trigger points, on the internuncial 
neuronal pool in the central grey of the neuraxis 
(a “dynamic, central agency separate from, and 
eventually independent of, the original irritant 
focus”), on facilitation of the spinothalamic 
tracts, and on inhibition of the dorsal columns 
of the spinal cord. 


Suffice it to say that clinicians in general 
might well devote more attention to accessible 
tender points in the parietes (and extremities) 
since a simple, useful method of relieving cer- 
tain painful conditions consists in the early treat- 
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ment of these points, before the internuncial 
neuronal pool has been converted into a self- 
perpetuating “whirlpool.” This principle has been 
applied in the present study, 


In passing, it may be recalled that Travell drew 
attention to the view that skeletal muscular pain 
may, reflexly, produce coronary vasoconstriction 
and that, conversely, the pain of coronary insuf- 
ficiency may, also reflexly, cause spasm of skele- 
tal (e.g., pectoral) muscle. Although the pain of 
effort angina has traditionally been regarded as 
a protective agent, it was Travell’s opinion that 
pain of parietal origin should be abolished, if 
possible, by the use of methods already men- 
tioned. 


Recent observations suggest that it may be 
worthwhile to furnish a reminder of the painful 
rib syndrome which may be confused with, or be 
superimposed upon, so-called cardiac neurosis, 
iatrogenic heart disease, and organic heart di- 


sease. 


Case 1. R. H. A 32-year-old male veteran, now 
a hospital ward attendant, had previously suf- 
fered from a mild grade of “battle fatigue.” He 
was seen on Dec. 3, 1951 after careful previous 
evaluation. In March, 1951, after painting a floor, 
an unaccustomed task, he noted a sharp pain 
in the precordium. The pain was_ persistent, 
non-exertional in the usual sense; it was ifiten- 
sified by certain twisting movements of the chest 
and by lifting objects with the hands, 


Careful study of the cardiovascular system 
had disclosed normal conditions; there was an 
inconstant, functional, systolic murmur at the 
apex of the heart. The patient was reassured 
and encouraged, but the pain persisted and 
the patient continued to be worried about his 
heart. He came under observation with a diagno- 
sis of “cardiac neurosis.” 


Trying Experiences 


The neurological examination revealed noth- 
ing abnormal. Psychiatric examination disclosed 
a relatively stable personality structure with only 
a slight grade of anxiety, residual after trying 
war experiences, and apprehension about “heart 
trouble.” There was no multiplicity of somatic 
symptoms. The physical examination was not 
remarkable except for point-tenderness at the 
fifth left costochondral junction. 
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Two cubic centimeters of two per cent pro- 
caine were injected into and around the rib at 
this site after infiltration of the skin and sub- 
cutaneous soft tissues. The pain was completely 
relieved and did not recur during a three months’ 
period of observation. The patient had no further 
worry about the condition of the heart. The 
symptoms of anxiety were considered too trivial to 
require treatment. 


Case 2. G. V. A 38-year-old female dental as- 
sistant, married three times, had one son aged 
21. For five years she had had attacks which oc- 
curred in this sequence: pain “around the heart,” 
palpitation, shortness of breath, fearfulness a- 
mounting to panic or angor animi, sensations 
of fatigue in the extremities, “nervousness,” and 


dizziness. 


The attacks had increased in frequency and 
severity; in recent months they occurred once or 
twice daily and lasted for one-half to several 
hours. Other symptoms included abdominal pain 
and backache; in an attempt to relieve these a 
pelvic operation had been done five years pre- 
viously. General examinations and special ex- 
aminations of the cardiovascular system and di- 
gestive tract gave results within normal limits, 


Reassurance was of no avail; attacks of pre- 
cordial pain were recurrent and troublesome; as 
already noted, they brought many other symp- 
toms in their wake. The patient came under ob- 
servation convinced that she had “heart trouble.” 


Marked Anxiety 


The neurological examination revealed no ab- 
normality. A psychiatric examination made on 
Jan. 21, 1952 disclosed a marked grade of anxie- 
ty and large amounts of pathogenic material at 
all stages of the patient’s life. The physical ex- 
amination was not remarkable except for point- 
tenderness over the left sixth costochondral junc- 


tion. 


Local injection of procaine gave, for one 
month, complete relief of the thoracic pain and 
of most of the other symptoms. With the recur- 
rence of thoracic pain the patient complained 
of general tension and of “tired feelings” in the 
arms and legs, but there was no panic reaction. 
The pain was again relieved after the injection 
of procaine. 


The situation was, in short, improved, but 
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not entirely relieved, The patient was much more 
comfortable and was able to separate, in her 
own mind, the thoracic from the neurotic symp- 
toms. If further work along psychotherapeutic 
lines were required, it could be pursued without 
the handicap of frequent, nagging, and indeed 
frightening attacks of precordial pain which the 
patient had never been able to understand ex- 
cept in terms of “heart trouble.” 


Discussion 


The diagnosis of so-called “cardiac neurosis” 
should not be made by exclusion, It should be 
made positively, by eliciting components of the 
anxiety syndrome in conjunction with symptoms 
of the psychogenic cardiovascular reaction, This 
is, of course, part of a general principle. 


The diagnosis of a painful thoracic rib syn- 
drome is based on the positive finding of point- 
tenderness of a rib, or ribs, usually, but not al- 
ways, at a costochondral junction, As a rule, 
only one such point is present; rarely, there 
may be more than one. Pressure on the most 
tender point will, in most cases, reproduce the 
painful syndrome of which the patient complains. 
A history of twisting the thoracic cage prior to 
the onset of symptoms is valuable, if it can be 
elicited. 


A method of treatment of the painful rib 
syndrome consists in the injection of procaine 
into the rib at the site of point-tenderness. Usual- 
ly one, less commonly a series of injections may 
be required. If there is more than one tender 
point, only the most tender need, as a rule, 
be infiltrated. The injection must be made ac- 
curately. The method of treatment is not used 
indiscriminately, but only in cases which have 
received careful study and in which definite, ex- 
quisite point-tenderness is found. This is, of 
course, a special application of a general method. 


The question is properly asked, is the method 
of injecting procaine into a painful rib nothing 
more nor less than a form of suggestion therapy? 
Implicit in most forms of therapy is a greater or 
lesser degree of suggestion. However, in the 
problem under consideration, other forms of 
therapy were unsuccessful; and perhaps more 
significant, inaccurate placement of the procaine 
will yield no useful result. 


Residual anxiety symptoms, if of clinical signi- 
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ficance, may require a psychotherapeutic ap- 
proach, using principles of dynamic psychiatry, 
supplemented if necessary, by certain other pro- 
cedures, Needless to say, the problem of psy- 
chotherapy is simplified pari passu with reduc- 
tion or relief of the symptom of precordial pain. 
The reason is that an important somatopsychic 
factor, in the sense of the late A, Myerson, has 
been removed, The physician is thus in a posi- 
tion to follow the principle of intensifying psy- 
chiatric treatment during moderation of symp- 
toms. 


These principles are applicable to patients in 
whom a positivé diagnosis of painful rib and 
functional cardiac symptoms can be made. It 
matters not whether one refers to the latter 
condition as psychogenic, “idiogenic,’ or iatro- 
genic, The same principles may, conceivably, be 
of value in treating some patients with under- 


lying organic heart disease. 


A general observation may be based on the 
foregoing. It is worthwhile to think of the more 
elusive medical problems not in terms of either 
or, i.e., in either psychogenic or structural terms, 
but in terms of how much, i.e., in terms of how 
much of the problem is functional and how 
much is structural. A quasi-quantitative evalua- 
tion of this sort is as valuable as it is, often, 


difficult. 


Summary 


1. The painful thoracic rib syndrome is des- 
cribed and discussed in relation to anginal syn- 
drome and “cardiac neurosis.” 


2. Two illustrative cases are described. 


3. Some general principles of psychosomatic 
medicine are discussed, 


Thanks are extended to Doctor Eli Moschco- 
witz of New York for his assistance in the pre- 
paration of this report. 
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undesirable side effects 


produced by other 


rauwolfia preparations.” 


*Bartels, C. ¢ New England J. Med 
261:785 (Oct. 15) 1959 





results you can confirm in your practice: 


Complete information 
available on request. 


2/2779Me8 


“In 24 cases syrosingopine was substituted for the 
rauwolfia product because of 26 troublesome side effects; 
these symptoms were relieved in all but 3 patients.”* 

Incidence Incidence 


Side Effects with Prior with 
Rauwolfia Agent Singoserp 





Depression 11 1 
Lethargy or fatigue 5 0 
Nasal congestion 7 0 
Gastrointestinal disturbances 2 2 
Conjunctivitis 1 0 





(Adapted from Bartels* ) 
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Clinical Pathological Conference 
R. E. THOMASON GENERAL HOSPITAL, El Paso 


F. P. Bornstein, M.D., Editor 
Presentation of case by Leigh Wilcox, M.D. 


History—Dr. Nathan Kleban 

“Severe stomach-ache” brought a 53-year-old 
Latin-American woman to the hospital at 8 
o'clock on the morning of November 11, 1959. 

For seven years intermittent upper abdominal 
bloating had occurred after meals, There had 
been occasional attacks of right upper abdominal 
quadrant pain. Pain which brought the patient 
to the hospital was constant, radiated to the 
right scapular region, began about 24 hours be- 
fore admission, and was accompanied by yellow- 
green vomitus. 

Jaundice or change in color of urine or stool 
had not been noted, The patient had nine child- 
ren ranging in age from 13 to 34 years. 

Physical Examination 

The patient was admitted to the ward by 
wheel chair. T, 99.6. P. 80. R. 28. B.P. 114/70. 
Positive findings were confined to the abdomen. 
There was a thickened panniculus adiposus. There 
were diminished peristaltic sounds. The right 
upper quadrant was “very tender.” 

Hospital Course 

The patient was given a fat-free diet, atropine, 
Probanthine, Meperidine, aspirin, potassium chlo- 
ride and oxygen. The patient complained of a 
“large amount of pain,” shortly after admission. 
Fluid was administered parenterally, Gastric as- 
piration by continuous suction was started 16 
hours after admission but failed to relieve dis- 
tention or pain. Pulse rate increased to 148 
twelve hours after admission, There was urinary 
incontinence. Blood pressure was 90/50 when 
’ the Levine tube was inserted. Four hours later 
is was 56/30. A portable abdominal x-ray film 
was obtained, then repeated. 

Penicillin and dihydrostreptomycin mixture, 
l-arterenol and hydrocortisone were given, X- 
ray films of the chest and abdomen were ob- 
tained. Graham-Cole x-rays of the gallbladder 
had been ordered but were not done because 
“Telepaque tablets drawn out because of Wan- 
gensteen suction.” A retention catheter was in- 
serted into the urinary bladder, The gastric levine 
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Case No. 1362, January 15, 1960 


tube was removed and replaced 12 hours later. 
Shock persisted. Death occurred about 40 hours 
after admission to the hospital. 


Laboratory Findings 

X-Rays: 11-12-59: Examination of the chest 
on a portable basis demonstrates evidence of 
atelectasis on both bases. The cardiac silhouette 
is difficult to equate in terms of size for technical 
reasons. The right diaphragm may be slightly 
elevated. Perhaps the displaced changes in rela- 
tion to the right hemidiaphragm are due to sub- 
diaphragmatic disease. 

11-12-59: Gallbladder: Oral cholecystography 
fails to result in opacification of the gallbladder. 


‘ The majority of the telepaque appears to be with- 


in the stomach. Assuming the patient was given 
the telepaque at the proper time, this is some- 
times an indication of gastric obstruction. Ileus 
might also account for this change, The intestinal 
shadows present a normal distribution. 

Blood Counts: 

11-11-59: Hb. 14.2 gms., Ht. 43 vol.%, Segs. 
76, Lymphs, 23, Monos. 1 WBC, 7,900 

11-12-59: Hb. 15.9 gms., Ht. 47 vol.%, Stabs. 
3, Segs. 76, Lymphs. 16, Monos. 5 WBC 
12,700 

Urinalyses: 

11-11-59: Yellow, hazy, acid, S. G. 1.024, Al- 
bumin and sugar negative, 1-2 WBC 2-4 
RBC, few bacteria, heavy amorphous urate 
crystals 

11-12-59: Positive for bile 

Chemistry: 

11-11-59: Amylase—68 

11-11-59: Amylase—104 

11-12-59: Amylase—690 

11-11-59: Amylase—104, 11-11-59: Amylase 

104, 11-12-59: Amylase — 690, 11-12-59: CO2 
capacity—16, Total cholesterol—191, Cholesterol 
esters—84 (44%), Potassium—3.7 mEq/L, So- 
dium—13.4 mEq/L, Total protein—7.4 mg.%, 
Albumin—4+.9 gm.%, Globulin—2.5 gm.%, Urea 
Nitrogen—21.5 mg.%, Van den Bergh Direct- 
4.62, Indirect—7.26. 
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Serology: 
11-11-59: Negative 


Electrocardiogram: 

11-12-59: Abnormal EKG due to widespread 
ST and T wave changes compatible with 
coronary artery disease and/or digitalis ef- 
fect. 


Clinical Discussion— Dr. Leigh Wilcox 


This is the case of a 53-year-old Latin Ameri- 
can woman who entered the hospital on the 
morning of November 11 with a history of seven 
years of intermittent upper abdominal bloating 
that occurred after meals, and with occasional 
attacks of right upper abdominal pain, Her ad- 
mission complaint was severe stomach ache. 


This pain which brought the patient to the 
hospital was constant, radiated to the right scapu- 
lar region, began about 24 hours before admission, 
and was accompanied by vomiting, yellowish 
green. 


There was no jaundice noted, or change in 
the color of the urine or stool. She was admitted 
by wheel chair, with one degree fever, pulse 
rate 80, blood pressure 115/70. Positive findings 
on physical examination were entirely confined 
to the abdomen. She was somewhat obese. 


There were diminished peristaltic sounds, evi- 
dently sounds were still present, the right upper 
abdominal quadrant was very tender. Shortly 
after admission the patient complained of a large 
amount of pain, even after the administration of 
mepheridine. 


She was given fluid. Gastric 
started 16 hours after admission, Jt failed to re- 
lieve the distention which developed after ad- 
mission and after this severe pain. Pulse rate in- 
creased, with urinary incontenence. Sixteen hours 
after admission here her blood pressure dropped 
to 90/50, 4 hours later it dropped to 56/30. 


suction was 


A portable abdominal x-ray film was obtained 
and then repeated. Shock persisted, the patient 
pursued a downhill course in spite of steroid, 
hydrocortisone, streptomycin, She died 40 hours 
after admission. An attempt was made on the 
day after admission to do a gallbladder x-ray 
study. 


The x-rays ordered were not made because 
the Telepaque tablets were drawn out with the 
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Wangensteen suction but evidently she had some 
of them still in her stomach. The x-rays were 
not too satisfactory. They show perhaps some 
elevation in the diaphragm, widening of the car- 
diac shadow, 


X-Ray Discussion—Dr. Vincent Ravel 


They said the patient was distended, but I 
don’t see any ileus, and there is a little peculiar 
shadow under that diaphragm which may re- 
present free air. 


Dr. Wilcox: 

A number of diagnoses have to be considered. 
The only past history is that of gas after eating 
and occasional attacks of right upper quadrant 
pain. We have exquisite apparent tenderness of 
the right upper quadrant on admission, and scapu- 
lar pain. Her blood count shows a little increase 
in the polys, and some shift to the left. My first 
choice of diagnosis would be an acute cholecystitis 
followed by a perforation of the gallbladder. 
which probably occurred after admission. The 
elevation of the diaphragm might occur with such 
a condition. She would not necessarily develop 
a large amount of ileum before she died, if such 
a situation had occurred, and she could have had 
some peristalsis on admission. No comment is 
made on absence of peristalsis after this additional 
severe pain when she went into shock, 


Perhaps the second bet would be an acute 
hemorrhagic pancreatitis, except that the amy- 
lase did not go up too high, 


Third, perhaps would be a perforation of some 
type, such as a perforated ulcer. Her past history 
is not suggestive of this, and evidently on admis- 
sion she was extremely rigin. Conceivable a small 
perforation might have occurred with little severe 
pain. Then additional leaking occurred after ad- 
mission to give this sort of a picture. 


Such things perhaps as a perforated diverticu- 
lum of the duodenum, dissecting aneurysm, some 
perforating lesion of a neoplastic nature, in the 
right colon, right hepatic flexure, might need be 
considered although we have nothing to indicate 
anything like this as far as her past history is 
concerned. 

So my choice as far as the first diagnosis is a 
chronic cholecystitis with acute exacerbation and 
perforation; second is a pancreatitis. 

The other laboratory work is not particularly 
significant except she does show evidence of per- 
haps some dehydration and a little alkylosis from 
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vomiting. She had a bilirubin of 4.62, that is true, 
but it was done on the day after admission, ap- 
proximately 48 or more hours after the onset of 
this pain. I think almost any situation within the 
abdomen of this severity could produce that. 


Dr. Ravel: 

I think the absence of the ileus is somewhat im- 
portant. I think it looks like ascites because this 
is an upright film. The right hemidiaphragm I 
believe is elevated and I think you can see the 
secondary compression phenomenon which again 
would lead you to think of a possible sub-dia- 
phragmatic abscess or sub-hepatic abscess, liver 
abscess, or some intra-diaphragmatic type of 
lesion. Whether or not this represents free air 
I am not sure. 


Dr. Pablo Ayub: 

I would like to suggest that if this woman had 
a chronic gallbladder disease, she was probably 
more prone to have a carcinoma of the gallbladder 
with perforation. 


Dr. F. P. Bornstein: 

If this woman had cholecystitis and perforation, 
what would have been the contra-indication here 
for surgery? 


Dr. Wilcox: 

Well, of course I don’t know what the admission 
impression was. If we have an acute cholecystitis 
of only 24 hours duration, I think most of us 
would feel that surgery was indicated immediately. 
She apparently was not in shock. Her pulse rate 
was 80, here her blood pressure was 114/70. I 
think from the findings on admission that the 
admission diagnosis probably would be most likely 
acute cholecystitis and I think surgery would be 
indicated. Now had she been ill say 48 hours 
before she came in, one might feel you should 
procrastinate with the situation, unless she got 
worse. Of course then afterwards she went into 
shock, apparently went on a downhill course, at 
no time does it appear from the protocol that she 
would have been in any situation to stand surgery 
at all. 


Dr, W. R. Gaddis: 


This patient came to the hospital because of 
pain and she subsequently died in shock. Mention 
was made of this patient’s distention, which suc- 
tion did not relieve. This is not borne out by the 
radiographic examination. I think that either fat 
was misinterpreted or there was a considerable 
amount of distention. 

I am a little bit disturbed by the radiolucent 
area on the right upper diaphragm for the fol- 
lowing reason: If one takes radiographs of pa- 
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tients in different positions, one view may clearly 
demonstrate a thin layer of air under the dia- 
phragm while the other view because of inter- 
ference with organs does not show this air. Very 
likely this patient had a perforated viscus. 

She also had evidence of pancreatitis, with a 
rapidly increasing serum amylase going well above 
normal limits, Prior to her death she was jaun- 
diced, if not clinically, then certainly chemically. 
She had an indirect Van den Bergh of 7.26 and 
this should have produced visible jaundice, had 
it been present for any appreciable period of 
time. That was taken on the 12th so although she 
may not have been clinically jaundiced, here her 
serum bilirubin would indicate an obstruction in 
the ductal system. 


As Dr. Wilcox has pointed out, this patient 
undoubtedly had at least recurrent and chronic 
cholecystitis. I am wondering if she did not have 
a perforation of the gallbladder with early or 
attempted formation of a cholecystoduodenal fis- 
tula, in consequence of which there developed 
ascending cholangitis. She died of shock because 
of an acute peritonitis. I would agree with Dr. 
Ayub that she could have a carcinoma of the 


gallbladder. 
History of Stones 


We have had a number of primary biliary 
tract carcinomas always with a history of stones. 
We had one just last Friday in which a chol- 
eycstoduodenal fistula was demonstrated in the 
fundus of the gallbladder, The patient had a pap- 
illary adenocarcinoma. The stone was gone, having 
been extruded into the intestinal lumen and pos- 
sibly passed by the patient. The cause of sudden 
death in patients who appear at this hospital has 
been very obscure in times past. 

It is limited largely by our knowledge of what 
the patient is willing to admit on certain occasions 
and second by our ability to probe into them 
sufficiently deeply in view of their illness to ascer- 
tain what has been happening. 

Many times patients mention quite casually 
sometimes something that is very important such 
as a patient I recently saw at home. After I asked 
her if she had been sick she said no, and that was 
all she said. Then about five minutes later she 
mentioned that fact that she took “Tums” con- 
stantly, that she awoke in the middle of the night 
and before breakfast, and between meals, etc. This 
patient subsequently had a duodenal] ulcer and has 
recovered satisfactorily. 

This patient here was unable to tell us a lot 
and I feel in my own mind that the decision to 
put this patient into surgery might have been 
possibly life saving but certainly it was a tre- 
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mendous undertaking with a condition of her 
rapidly falling blood pressure and deterioration. 


Dr. Bornstein: 

This patient did not have any jaundice when 
she came into the hospital. On laboratory exam- 
ination she had a very definite jaundice and when 
I saw her 24 hours before death there was very 
definite visible jaundice. Now, would a carcinoma 
or even a stone produce visible jaundice in such 
short periods? What is the general éxperience on 
that point? 


Dr. Gaddis: 


I would say that in an individual with a dark 
complexion jaundice is very hard to tell and I 
can’t imagine having a rapidly arising jaundice in 
24 hourse for any reason. I think it was missed 
on admission. 


Dr, Kleban: 

I think the pertinent question in this patient 
and one that needs explaining by those that took 
care of her is this: why she wasn’t treated as an 
acute surgical abdomen? 


Dr. Wilcox: 

I don’t see why we have any right to criticize. 
After all, she only had one degree of fever, the 
gallbladder, while very tender, apparently was 
not palpable. Her white count was only 7000 and 
one can see a situation at least quite similar to 
this with simply an acute gallstone coloic and 
obstruction with probably very mild inflammation 


in the gallbladder, Of course, in retrospect after 


the woman went into shock and died, you can look 
back and say maybe she had an acute cholecystitis, 
then, which perforated under our nose in the hos- 
pital. I am sure we see many people with gall- 
bladder colic that practically show as much as 
this woman had on admission and certainly don’t 
advise operating on them. , 


Dr. Kleban: 

Let me ask one other question. I don’t have a 
knife to grind, my question is when, if ever, is a 
cholecystitis an acute abdomen? 


Dr. Bornstein: 


Not with one degree of fever and 7000 white 
count. 


Dr. Wilcox: 

If you have a diagnosis of acute cholecystitis 
there is little difference of opinion — within 24 
or 48 hours, most of them can be operated and the 
gallbladder removed. 


Clinical Diagnosis: Cholecystitis and cholelithiasis. 
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Dr. Wilcox’s Diagnosis: Chronic cholecystitis with 
acute exacerbation. 


Pathological Diagnosis: 1. Acute cholecystitis and 
cholelithiasis with choledocholithiasis; 2. Acute 
ascending cholangitis with multiple liver abscesses; 
3. Sepsis; 4. Acute, fibrinous perihepatitis. 


Pathological Discussion: Dr. F. P. Bornstein: 

In discussing this autopsy I think we should 
keep a few facts in mind, We have a patient with 
pain with relatively low blood count, who sud- 
denly goes into shock and dies with sudden, 
clinically not visible jaundice. 

At autopsy the patient was jaundiced. She was 
rather obese. There was no fluid in the pleural 
cavities or pericardial sac. The chest organs were 
not remarkable by one fact, except that there were 
innumerable petechial hemorrhages all over the 
pleura and the pericardium, The peritoneum was 
smooth and glistening and there was no evidence 
of acute peritonitis. 

The liver, as you can see, was large, swollen 
and rather soft. On sectioning we had extremely 
friable liver tissue and throughout this liver tissue 
there were numerous irregular abscesses (fig. 1) 
filled with pus of a greenish color, We got coli on 
the culture. The abscesses had an irregular distri- 
bution and sometimes the surrounding liver tissue 
was necrotic. 





Figure 1 


So the liver shows multiple liver abscesses and 
bile ducts filled with greenish, purulent material. 
Pressure on the gallbladder released a small 
amount of bile into the papilla of Vater. However, 
in the common bile duct there was a stone, sort 
of pyramid shaped, that blocked most of the 
common bile duct. Behind the stone there was 
greenish inspissated necrotic material of the same 
type as found in the abscesses. 


The gallbladder itself had a necrotic wall. The 
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gallbladder and the common ductal system con- 
tained a number of small stones, The histological 
section of the wall of the gallbladder shows a 
necrotizing, gangrenous cholecystitis but no per- 
foration as yet. 

The microscopic examination of the liver 
showed these abscesses to be always in the neigh- 
borhood of a bile duct. The abscesses were filled 
with segmented granulocytes and a fibrinous exu- 
date. The surrounding liver tissue showed areas 
of vacuolization and degeneration. 

I think this was essentially a septic process. 
There was a cholecystitis but much more im- 
portant, there was an ascending septic cholangitis 
which produced rapid destruction of liver tissue 
and I have to disagree with my colleagues, you 
can get jaundice very quickly. The acute hepatitis 
which kills at 48 hours can be accompanied by 
severe jaundice and I think if a septic process 
hits the liver, you can get a jaundice which is 
partially obstructive but partially hepatic jaundice. 

I think surgery would have been totally useless 
because the main damage was already done by the 
time the patient came in, The distribution of the 
infectious agent through the bile ducts into the 
entire liver tissue and the many hemorrhages 
that we found in the lungs and heart in my opin- 
ion are obvious signs of sepsis. 

So we have a case of sepsis starting with chole- 
lithiasis and choledocholithiasis, biliary obstruc- 
tion, infection, multiple liver abscess and _ total 
bacterial dissemination throughout the entire sys- 
tem. The pancreas was not particularly affected. 


Dr, Francisco Licon: 

In other words, if this patient had been op- 
erated, the internes would be saying you shouldn't 
have operated on her. 

Dr. Gaddis: 


Regarding the blood counts, I am reminded 
very much of a patient I saw on July 4, an eight- 
year-old girl who had been sick for five days, high 
fever, abdominal distention, vomiting and so 
forth, She was seen, incidentally, by Dr. Wilcox. 
Our judgment, mainly because of the blood count, 
was that she did not have a peritonitis. On sur- 
gery there was a perforated appendix with gen- 
eralized peritonitis. She recovered, This made me 
realize a patient can be very seriously sick and 
have depression of the bone marrow response. 
She had a degenerative left shift rather than a 
regenerative. Therefore we misinterpreted the lab- 
oratory work. I have never seen it happen in a 
patient who didn’t look sick. 


Dr. Walter C. Autrey 
I think there need be no recriminations, I had 
a similar patient 5 or 10 years older, who lived 
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4 days instead of 2. A surgeon saw her, surgery 
was declined, not operable, white counts, physical, 
everything just about identical, On autopsy there 
was a stone at the ampulla of Vater. I don’t 
think he found any abscesses in the liver but it 
was obviously a stone liver death, considered non- 
operable for 4 days of observation prior to death. 


Dr. Kleban: 

I think the white count here demonstrates that 
the laboratory procedures are auxillary proce- 
dures. We should make out diagnosis on the basis 
of our history and physical. It may be helpful, it 
may not be helpful, may be confusing, if we want 
to depend on laboratory we would have tech- 
nicians make diagnosis, If we think the individual 
has a certain disease, whether it is a pneumonia 
or an acute surgical abdomen, we make that de- 
cision in spite of any white counts and I think 
that is simply something you have to take into 
account. 


Dr. Bornstein: 

I have two final remarks: No. 1: The house 
staff evaluated the disease correctly. This was a 
disease not amenable to surgery; secondly: you can 
learn that there is such a thing as catastrophic 
illness in the sense that a large vital organ can be 
knocked out by infection in an extremely short 
period and produce shock-like symptoms, 
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